Abstract
PubMed/Medline, EMBASE, The Cochrane Library and Web of Science, was performed on 27 July 2014 using the terms "prostatic hyperplasia OR prostate hypertrophy OR prostatic enlargement OR Urinary Bladder Neck Obstruction OR Prostate Adenoma OR benign prostatic hyperplasia OR bladder outlet obstruction" and "enucleation" and "open prostatectomy OR transvesical prostatectomy OR transvesical open prostatectomy OR transvesical open enucleation OR retropubic prostatectomy OR retropubic adenomectomy OR adenomectomy OR prostatectomy OR prostatectom Ã ". The search strategy was modified as required in each electronic database. Additionally, a full manual search of the references from relevant articles was also performed. Searches were not restricted by regions, publication status or language and included conference proceedings and abstracts.
Study selection
The inclusion and exclusion criteria were defined beforehand. RCTs that met the following criteria were included: 1) evaluated the efficacy and safety of EP compared with OP; 2) included patients with symptomatic LUTS caused by BPH; 3) clearly documented clinical outcomes using tools such as urologic symptom scales or urodynamic measurements; and 4) included OP performed by a transvesical approach. The exclusion criteria were as follows: 1) included patients with neurogenic bladder, suspected prostate cancer or bladder tumors; 2) included patients with prostate volumes< 70 mL; 3) included patients with previous prostate or urethral surgery; and 4) lacked the data necessary to make calculations or estimations from the published results.
Data extraction and methodological quality assessment
Studies were selected based on the pre-established inclusion criteria. Review of the identified abstracts was carried out by two independent authors. The full text was retrieved for any studies that appeared to meet the inclusion criteria. Independently, two reviewers used a standardized form to extract the following data: publication year; first author; comparator; trial size; follow-up; baseline characteristics, including age, prostate volume, serum prostate-specific antigen (PSA), International Prostate Symptom Score (IPSS), maximum flow rate (Qmax; mL/s), quality of life (QoL) score, post-void residual urine volume (PVR; mL) and International Index of Erectile Function (IIEF-5) before the operation; perioperative outcomes, including the operative time, specimen weight, hemoglobin drop, catheterization time and length of hospital stay; postoperative efficacious outcomes, including the Qmax, PVR, QoL and IPSS after surgery; and complications. The methodological quality assessment of the included RCTs was based on the Jadad composite scale [17, 18] . Any discrepancies about trial eligibility and inclusion were resolved through discussion or arbitration involving an independent third reviewer.
Statistical analysis
The weighted mean difference (WMD) and the risk ratio (RR) were used for continuous and binary outcomes, respectively. All data were reported with 95% confidence intervals (CIs). The overall effects were determined by the Z-test, and P<0.05 was used to define statistical significance. Statistical heterogeneity between studies was assessed by the Cochrane χ 2 -test and I 2 statistics. If I 2 >50% or P<0.10 was detected, we considered the data to be heterogeneous, and a random effect model was used [19] . Otherwise, a fixed effect model was used [20] . The presence of publication bias was evaluated using funnel plots. We also conducted subgroup analyses to examine possible differences between each group. The statistical analysis was performed with Review Manager 5.3 (The Cochrane Collaboration, Oxford, United Kingdom).
Results

Description of studies
Seven different RCTs involving 735 study participants were fully analyzed. Fig. 1 shows the flow diagram used for study identification. We found three comparisons of OP with HoLEP [6, 7, 21] ; four comparisons of OP with BEEP, including three trials using plasmakinetic enucleation of the prostate [22] [23] [24] ; and one trial using bipolar plasma vaporization enucleation of the prostate [25] . OP was performed via a transvesical approach in all RCTs. The baseline characteristics of the included studies were individually extracted from each study and listed in Table 1 . The inclusion and exclusion criteria were similar for most studies. Our meta-analysis reported good baseline characteristics with no significant differences, including age, prostate volume, PSA and preoperative micturition parameters such as Qmax, PVR, QoL, and IPSS. Of the studies included in this meta-analysis, one study reported the exact follow-up sample size in each group [22] , 2 studies applied an intention-to-treat analysis [23, 24] , and 4 studies applied the initial sample size to estimate the follow-up sample size [6, 7, 21, 25] .
Risk of bias in the included studies Table 2 summarizes the risk evaluation of bias. There were 6 high-quality RCTs and 1 lowquality RCT according to the Jadad scale [18, 26] . The nature of these studies made blinding impossible; thus, 6 studies received a score of 3, and 1 study received a score of 2 because it was unclear how random sequence generation had been carried out. Was the study described as randomized?
Was the method of randomization described and appropriate? Table 3 shows the data on perioperative outcomes.
Postoperative outcomes
IPSS, Qmax, QoL, PVR, PSA and IIEF-5. There were no significant differences in the IPSS, Qmax, QoL and PVR between the groups at the 3-, 6-and 12-month postoperative follow-up, and no significant differences were observed in the subgroup analyses. EP was associated with higher IIEF-5 scores (1.00 [0.21, 1.78], p = 0.01) after 12 months. No differences were noted at the 3-, 6-and 24-month follow-up. Table 4 shows the data on postoperative outcomes.
Complications. Table 5 displays our meta-analysis results of complications after surgery. The need for blood transfusion in the EP group was significantly lower than that in the OP group (0.22 [0.10, 0.47], P = 0.0001). No statistically significant difference was observed between the EP and OP groups with respect to recatheterization, urinary tract infection, urinary incontinence, bladder-neck/urethral strictures or reintervention. Publication bias analyses. We also tested for possible publication bias in all of the evaluated comparisons. No clear publication bias was apparent.
Discussion
The first surgical enucleation for BPH was reported by Freyer in 1919 [27] . This method continues to be associated with a low re-treatment rate and more complete procedure for the removal of prostatic tissue of any size. However, the disadvantages of OP include mortality (<0.25%), blood transfusion (7-14%) [7, 28] , urinary incontinence ( 10%) and bladder neck stenosis or urethral stricture (6%) [6, 7] . Despite the occurrence of more intraoperative bleeding, longer catheterization times, and longer hospital stays, OP is still used for 3% of the prostatectomies in the United States [29] , 14% in France [30] , 12% in Sweden [31] and 40% in Israel [32] . Consequently, research into alternative surgical treatments (for large prostates) with similar efficacies but minimal complications has continued. In this review, 7 contemporary RCTs published between 2002 and 2014 that included 735 patients with prostate volumes >70 mL and compared EP with OP over a maximum follow-up of 6 years [24] were analyzed. We focused on perioperative variables, postoperative outcomes and complications. Two energy sources, the holmium laser and bipolar energy systems, were applied in our review. Thus, perioperative and postoperative outcomes and complications must be cautiously and separately estimated for each system. We performed subgroup analyses to test for possible differences between HoLEP and bipolar electrosurgical enucleation of the prostate.
In our analysis, the data revealed that EP might have a more desirable perioperative profile. A smaller decrease in hemoglobin was observed following EP because the superiority of this reduction in blood loss might be supported by the excellent coagulation technique used in EP [33] . Less bleeding in EP led to a reduced catheterization time, and the reduced catheterization time resulted in a shorter hospital stay compared to OP. Statistically significant differences were also observed in the subgroup analyses. Although 4 trials reported that the resected tissue weights between the two groups were not significantly different [23] [24] [25] 34] , the pooled data revealed that EP yielded lower specimen weights compared with OP. In the subgroup analysis, BEEP yielded lower specimen weights than OP, but HoLEP showed no significant difference compared with OP. After the whole adenoma was nearly dissected from the capsule, the enucleated lobes were fragmented by a mechanical tissue morcellator in three trials [6, 21, 25] , and fragmentation of the subtotally enucleated lobes was performed by traditional electrocautery loop resection in the other three trials [22] [23] [24] . One trial used traditional electrocautery loop resection in the first 50 patients and mechanical tissue morcellator in the last 10 patients [7] . The reason that EP has lower specimen weights than OP might be due to specimen weight loss during vaporized resection or the procedure that uses a mechanical tissue morcellator. The operation time was almost 16 min longer in EP. In the subgroup analyses, the operation duration of BEEP was similar to that of OP; however, the operation duration of HoLEP was longer compared with OP. All three trials assessing HoLEP reported longer operation time [6, 21, 35] , and a longer operation time was also reported with plasmakinetic enucleation of the prostate [24] . In the other three studies using the bipolar energy system, no difference in the operative time was detected [22, 23, 25] . This can be explained by the steep learning curve required for HoLEP [36] . In addition, there was a significant amount of heterogeneity among the studies. Only one study clearly stated that both procedures were performed by a highly experienced surgeon [22] , and another study showed that all procedures in both groups were conducted by two senior staff urologists [6] . However, it was not clearly stated whether both arms were performed by the same surgeon in the other 5 trials. Tissue morcellation was used for the enucleated tissues in 4 trials [6, 7, 21, 25] . In our study, the prostate sizes between groups were similar; thus, the extra time necessary for morcellation of the enucleated tissues, difficulties in the operation, different clinical practices among different countries, and several operator-dependent and technical characteristics might contribute to this significant heterogeneity. In general, EP offered several advantages over OP in terms of the catheterization time, hospital stay length, and hemoglobin decrease, whereas OP was superior in terms of the operation time and resected tissue weight.
Only three trials could be included in our analysis of the IIEF-5 score [6, 22, 24] . The pooled data showed an improvement at the 12-month follow-up; this can be attributed to the precise resection, which made it possible to preserve the tissue around the verumontanum. The weighted mean difference for EP vs OP was 0.89 [-0.01, 1.80], P = 0.05 at the 24-month follow-up, which was likely due to the limited sample size. There was a non-significant trend at the 3-and 6-month follow-up. Due to the lack of data, we did not perform subgroup analyses on sexual function. EP was associated with improvements similar to those of OP in terms of the IPSS, Qmax, QoL, PVR and PSA at the 3-, 6-and 12-month follow-up. EP was found to be equivalent to OP at the 12-month follow-up for men with large prostates. Additionally, no significant differences were found in the HoLEP and BEEP subgroup analyses. Three trials included in this review that provided longer-term follow-ups, ranging from 12 to 72 months, also supported this result [6, 7, 24] , and similar data were detected concerning the prostate volume after surgery at the 6-and 12-month follow-up in one trial [25] .
This pooled analysis of the RCTs revealed that EP has distinct advantages in terms of the need for blood transfusion; this is likely due to blockage of the blood supply to the prostatic adenoma and the use of excellent coagulation methods to control intraoperative bleeding in this minimally invasive technique [33] . BEEP and HoLEP also supported this result in the subgroup analyses. There were no significant differences in the complications of recatheterization, urinary tract infection, urinary incontinence, bladder-neck/urethral strictures and reintervention, and no differences were observed in the subgroup analyses.
Conclusions
This meta-analysis revealed statistically comparable efficacy and safety for EP vs OP, although only a limited number of RCTs with relatively limited follow-up are available. EP had an efficacy similar to that of OP in terms of the IPSS, Qmax, QoL, PVR and PSA and offered several advantages over OP in terms of the catheterization time, hospital stay, hemoglobin decrease, blood transfusion and IIEF-5 score. By contrast, OP was superior in terms of the operation time and the resected tissue weight. Furthermore, no differences were evident regarding the rates of complications such as recatheterization, urinary tract infection, urinary incontinence, bladder-neck/urethral strictures and reintervention. In general, EP is an effective and safe minimally invasive option for the treatment of large prostates.
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